Pharmacological and psycho-social interventions in management of depression
Sir, The article by Balhara and Verma,, [1] in the latest issue of Journal of Social Health and Diabetes titled -"Review of psycho-social interventions in management of depression in diabetes," is well written with an exhaustive review of literature.
There is a 250% increase in the use of psychotropic medications in adolescents from 1994 to 2001 suggesting that people have become more comfortable with using drug therapy as a treatment for mental disorders. [2] And, this trend follows in a developing country like India where the numbers of psychologist available for the psycho-social interventions are very few; hence, the mainstay of treatment for depression still remains the pharmacotherapy. A disadvantage of psychotherapy is that it typically takes longer than drug therapy to produce benefits that are noticeable to the person receiving treatment -six to eight weeks or longer for psychotherapy, compared with four to six weeks for medication. Also, psychotherapy alone is not effective in people with severe depression. [3] Prescription anti-depressants are effective at all levels of severity, [4] whereas different types of psychotherapy are also effective but for managing only mild to moderate depression.
In our Indian set up, wherein psychiatric disorders still has a taboo placed on it, the concept of psychological interventions is severely disregarded. Those who do visit the psychiatrist, come with a mind set of being treated with drugs and also an early recovery. The regularity of followups, which would be required in psycho-social treatment modality, is also lost on the patients as they prefer a long follow up. The compliance issues, which are associated with the negligence, low awareness about illness, and social taboo, are also a major thing to be considered. It would be difficult to restore the improvement attained by the therapy in case of erratic compliance, wherein the medications will be able to give an early relief, thus improving the compliance. The sessions conducted are usually of about 30-45 minutes, which are long. Low education standard is another hindrance in the instructions given to patients during therapy and in patients who would require selfassessment exercises.
Many patients are seeking medication from their general practitioners rather than having to see a psychiatrist. But, it may not be possible for a patient to have cognitive behavior therapy (CBT) from an untrained person. The effectiveness of therapy may depend on a high level of therapist experience, but that may not be the case of treatment with drugs. [6] The decision to use psycho-social treatment requires consideration of local psychotherapy resources, relative expense of treatments, and response to past therapies. [7] Moreover, in severe depression with a high of suicide, the instant effect of pharmacotherapy can save lives while psychotherapy will be rendered helpless. The transference, which a patient might develop with the therapist further, can cause stress and difficulty in ending the sessions. The cultural and religious bounds would prevent a patient from certain therapies.
Hence, a combination of both psycho-social and pharmacological treatment will be more effective as they both augment the effect of each other, but alone psychosocial treatment may not be as effective.
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Just like any other religious denomination, Muslims from different racial and cultural backgrounds are settled all over the world due to various reasons. This relocation presents its own cultural and ethical dilemmas for these immigrants.
One such a dilemma is the fasting in the month of Ramadan for the Muslim immigrants. Ramadan is a lunar-based month and varies in its duration between 29 and 30 days. Its timing changes with respect to seasons constantly and based on geographical location and season, the duration of daily fast can range from a few to more than 20 h. Muslims who fast during this month do not eat, drink, smoke or take any medication from predawn to after sunset. For the Muslim residing near the North and South Poles of the Earth, it is impossible to adhere to the sunrise/sunset rule while observing Ramadan. The standard definition of 24-h/day with sunrise/sunset does not apply at these extreme latitudes since the sun can stay in the sky for days to months and vice versa. The Koranic definition of fasting from pre-dawn to dusk cannot be practiced at locations such as Sweden, Norway, Finland, etc.
There is no consensus on this issue of fasting in these latitudes among the Muslim scholars, but most of the Muslim residents of these areas practice following options to observe fasting in the month of Ramadan based on various Fatwa's-clerical decree.
The first option is to follow the calendar of the nearest country where a clear distinction can be made between day and night. For example, many Muslim communities settled in northern Europe follow the Ramadan timing of Turkey, as it is the closet Islamic country to them.
The second option is to follow the timing of Mecca or Medina with respect to timing of fast. In Alaska, the Islamic Community Center of Anchorage, "after consultation with scholars," advises Muslims to follow the fasting hours of Mecca, Islam's holiest city.
The Dublin-based European Council for Fatwa and Research, however, said Muslims need to follow the local sunrise and sunset, even up north. The author strongly disagree with this approach as God Himself says clearly in The Holy Koran, [1] "Allah intends for you ease and does not want to make things difficult for you" [2:185] ; and "Allah does not want to place you in difficulty" [5:6] .
In conclusion, it is the author's opinion that it does not matter what option is utilized to fast or for how many hours, what matters is the intention as clearly mentioned by the Holy Prophet of Islam (PBUH) who said, "Verily, the action is (judged) by the intention (behind it)." [2] Intekhab Ahmed 
